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G 000 INITIAL COMMENTS G 000

 This was a home health federal Medicaid only 

complaint investigation survey.

Complaint #:  IN00100511; Unsubstantiated due 

to lack of sufficient evidence.

Survey Date:  5-10-12

Facility 3;  012153

Medicaid Vendor #:  200484160d

Surveyor:  Vicki Harmon, RN, PHNS

Agency census:  22 skilled patients, 87 home 

health aide only patients, and 0 personal services 

only patients.

Maxim Healthcare Services was found to be in 

compliance with 42 CFR 484.14 Condition of 

Participation:  Organization, Services, and 

Administration as it relates to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

May 15, 2012
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